VICTOR, NORMA
DOB: 05/08/1980
DOV: 03/21/2026
HISTORY: This is a 45-year-old female here for routine followup.
The patient has a history of morbid obesity and hypertension. She is here for followup for these conditions and medication refill.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.
PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.
MEDICATIONS: Reviewed and compared to last visit, no changes.
ALLERGIES: Reviewed and compared to last visit, no changes.
SOCIAL HISTORY: Reviewed and compared to last visit, no changes.
FAMILY HISTORY: Reviewed and compared to last visit, no changes.
REVIEW OF SYSTEMS: She reports redness and discharge in her right eye. She stated this morning when she woke up she had green discharge and her lids were closed shut which she had to pry open. She denies double vision or blurred vision.
The patient reports burning and itching in her vaginal area. She denies discharge.
She reports pain to her left hand in the region of her fourth digit. She stated an object fell on her hand and this has been hurting since. She stated this happened about four or five days ago.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese young lady.
VITAL SIGNS:

O2 saturation is 93% at room air.

Blood pressure is 167/88.

Pulse is 85.

Respirations are 18.

Temperature is 98.1.
LEFT HAND: Tender to palpation diffusely on her fourth digit. No scaphoid tenderness. She has full range of motion with moderate discomfort. Neurovascularly intact.
HEENT: Normal.
RIGHT EYE: Injected conjunctiva, green discharge.

PERL. EOM full range of motion.

No periorbital edema or erythema. No periorbital tenderness.
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NECK: Full range of motion. No rigidity and no meningeal signs.

ABDOMEN: Distended secondary to obesity. No visible peristalsis. No guarding.
SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.
NEURO: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT/PLAN:
1. Acute conjunctivitis, right eye.
2. Contusion, left hand, acute.
3. Medication refill.
4. Obesity.

5. Hypertension.

Today, we did labs. Labs include CBC, CMP, A1c, TSH, T3, T4 and vitamin D.
The patient’s medications were refilled as follows:
1. Lisinopril/HCTZ 20/25 mg, she will take one p.o. daily for 90 days #90.
2. Gentamicin 0.3% ophthalmic solution two drops t.i.d. for 10 days #10 mL.
3. Mobic 7.5 mg one p.o. daily for 30 days #30.
She was given the opportunities to ask questions and she states she has none.
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